Cases of Chronic Frontal Sinus Empyema treated by the Intranasal Method.
By HERBERT TILLEY, F.R.C.S.
To. save space and repetition it may be said that the following cases suffered from one or more of the usual symptoms of sinus empyema-viz., chronic purulent nasal discharge, headache or frontal discomfort, nasal obstruction and impaired condition of general health. The treatment following operation has been practically the same in all cases-viz., no plugging of any kind after the operation, no interference for the first forty-eight hours, and then daily irrigation of the sinuses with warm normal saline containing a small quantity of peroxide of hydrogen solution. As an occasional change from this, tincture of iodine, 1 dr. to the pint of normal saline, has been used.
Mr. C. C., aged 43. Examination, September 17, 1915: Nasal septum deflected to left. Polypi and purulent discharge in each ethmoidal region. Had a previous operation on right side. Operation, October 4, 1915 : Intranasal opening of right frontal sinus'and antrum and removal of left anterior ethmoidal cells. November 4, 1915: No discharge from any of the sinuses.
Mrs. G., aged 40. Admitted to University College Hospital on March 1, 1916. Left-sided nasal discharge and supra-orbital pain of three years' duration existed. Examination: Pus and polypoid buds in anterior region of left middle meatus. It was only possible to pass a fine probe into the left frontal sinus. First operation, March 2: Anterior half of middle turbinal and diseased anterior ethmoidal cells removed.
Free oozing was only slightly diminished by adrenalin and cocaine. A probe could be passed into the frontal sinus but not a small raspatory. Further intervention postponed in view of bleeding which obscured field of operation. During the following days a fine cannula could be passed, but no return of fluid could be obtained. Second operation, March 13: After many attempts, a small raspatory entered the sinus, and the frontal sinus ostium was freely enlarged. March 14: Temperature 103°F.
Both eyelids swollen and cedematous; no conjunctival swelling nor ecchymosis. March 15: Slight cedema of right eyelids. Under influence of frequent fomentations and daily irrigation of left sinus, the external symptoms and pyrexia subsided, and the discharge from sinus ceased.' The case illustrates the difficulties which may be encountered when free bleeding complicates a very narrow frontonasal canal.
H. C., aged 31. Admitted to University College Hospital on February 28, 1916, for frontal headache of " several years'" duration, and a "blocked nose" for the same length of time. Examination: both nasal cavities filled with polypi bathed in pus. Both antra dark and contained pus. Operation, March 2: Polypi removed. Both antra opened by intranasal method. Ethmoidal regions curetted and sphenoidal sinuses opened. Both frontal sinus ostea were enlarged by exhibitor's raspatories after a lapse of forty-eight hours. Sinuses have been irrigated daily till the patient left hospital on March 29. Whenever the left sinus is irrigated, the fluid returns from the right nasal cavity, showing perforation of intersinuous septum. Complication: On March 12 patient had acute lacunar tonsillitis on left side, with large and tender swelling of glands behind the angle of the jaw. March 14: Temperature 1040 F. In my absence, an incision was made into glands but no pus evacuated. Under influence of hot fomentations glands subsided. The patient's original symptoms have entirely disappeared. The tonsillitis set in nine to ten days after operation upon the sinuses, and it is not clear what was the relationship between the conditions, because, from the nasal point of view, the sinuses were irrigated daily (after a lapse of forty-eight hours following operation) and appeared to be exceptionally clean and well drained. It is easy to see into each sphenoidal sinus at the present time.
Mr. McL., aged 50. Subject to attacks of acute iritis in right eye associated with chronic discharge from, and obstruction in, right nasal cavity. Examination: Right nasal cavity filled with polypi bathed in pus. All the right sinuses proved to contain pus. Operation, October, 1915: Removal of greater part of right ethmoidal lateral mass with polypi growing therefrom; right fronto-nasal canal and ostium enlarged; inner antral wall removed (endo-nasal method). Complication: Attack ' The symptoms for which patient was admitted have now disappeared (May 16). of acute iritis supervened on the operation. As a result of daily irrigation of the sinuses for three weeks the discharge entirely ceased. It is too soon to determine whether the attacks of acute iritis will cease now that the sinuses have been rendered healthy.
DISCUSSION.
Dr. P. WATON-WILLIAMS: I congratulate Mr. Tilley on his excellent series of cases, and it is gratifying to find these sinuses so remarkably free from secretion. But one most not take such a successful series as a criterion of all cases which are amenable to treatment by the nasal method. In a case I showed when introducing the special discussion on this subject, one in which I was able to stand by the side and pass bougies of the size I show, 19 mm. in circumference, there was most perfect freedom of drainage from the frontal sinus; yet the patient had recurrence of symptoms, and eventually I nad to perform an external operation. However successful cases apparently are you cannot be certain there will not be a recurrence and further trouble: it is not merely a question of getting a free exit for discharges. When advocating the per-nasal method, we must be guarded about speaking of cure, otherwise -we may have to eat our words. I was particularly interested in Mr. Tilley's case of iritis before the operation, as I recently had a similar case in a female, in whom I had to make an opening and provide for drainage of all the sinuses. She had a recurrence of iritis and acute inflammatory injection of conjunctiva shortly after the operation, and I do not doubt that the operation on the nasal sinuses determined the recrudescence of the attack. This, however, soon cleared up. I shall be glad to know what is the sequel here: it will be an interesting case to watch.
Dr. DONELAN: I should like to ask whether the general experience is in favour of the continued use of peroxide of hydrogen, and whether it has been found to set up anosmia of a more or less permanent character. Also, has not the continued use of chloride of sodium a disintegrating effect on the epithelium? It was a point made by Sir Morell Mackenzie, who substituted sulphate of sodium in his modification of Dobell's solution.
Dr. DUNDAS GRANT: I congratulate Mr. Tilley on his interesting cases, and should be glad to know whether they are a sequence of cases or were interspersed with others in which it was necessary to do the external operation. If they are a sequence, it is a very interesting demonstration of the efficiency of the intranasal treatment, just as Mr. Tilley's former groups of cases of the external operation were convincing of the value of the external operation. I have always been even a keener advocate of the intranasal treatment than my friends and colleagues, and I am glad to find that the views I held in old days have been adopted and maintained so successfully by Mr. Tilley. I think we shall agree that there are cases in which the intranasal method is not successful, however keen we may be about it. Sometimes, when I have opened the frontal sinus, I have found it filled with polypi, or with a very soft form of aedematous fibrous tissue. In one case the contents (shown before the Section) proved to be adenoid tissue. The only possible treatment in such cases is to open the frontal sinus. After the polypoid substance has been scraped out, these cases do excellently, even without any great attempt being made to enlarge the fronto-nasal duct. The X-ray data make it possible to diagnose them, and as a rule they are accompanied by less suppuration. After studying this series, probably those who have not hitherto trusted to the intranasal operation will be led to do so. The bougies which I devised a number of years ago and showed to the Laryngological Society in January, 1906, will be found of considerable use.
Mr. W. STUART-Low: I wish to ask Mr. Tilley whether he brings forward these cases as cured. I am opposed, on principle, to treating the frontal sinus through the nose. This should be done merely to prepare the interior of the nose. If there are polypi in the frontal sinus, this method of treatment will not cure the condition. If there are no polypi, removal of the ethmoid will probably do so. How is one to decide whether polypi are present? If they continue troublesome, you must perform Ogston's operation. I asked Dr. Watson-Williams whether he has given up these operations, and he said he probably has. Killian's operation is often unnecessary. There is deviation of the septum in two of these cases of Mr. Tilley's, and in another there is a polypoid condition on the under surface, and there is still muco-pus. It is a bad principle to pass bougies up the canal; this is not done in any other part of the body. I ask Mr. Tilley whether he is still performing intranasal operations for the cure of antral trouble. [Mr. TILLEY: " No."] Dr. PEGLER: Polypi are often spoken of in this connexion as if they were similar to the polypi found in the nasal cavity. Some years ago I made many sections of frontal sinus polypi so called, and noticed that under the microscope they proved to be quite a different class of growth from the ordinary mucous polypus. It is an important question whether, under modern treatment, it is possible for the life of this very delicate alga-like form of granulation to continue. If the cavity is freely douched with antiseptics, and especially if such active agents as nitrate of silver solutions are injected into it, I should expect these delicate growths to disappear.
Dr. DAN McKENZIE: I take it that this operation is under trial, and it is only by seeing such cases as are shown to-day and discussing their results and the reasons for the operation that we can know for what cases this operation is supposed to be suitable. I think we have not yet found what cases should be submitted to the internal, and what to the external operation: consequently it is yet early for condemnatory remarks. So far as the operative procedure is concerned, there is much to be said for it from one standpoint, and something may be urged against it from another. When it was discussed on a former occasion, I expressed myself strongly about the danger to the cribriform plate likely to result from the operation. There is a further danger-namely, to the orbit. It is a very narrow canal, and it is easy to break down the -papyraceous bone and to start orbital cellulitis.. In the male patient I showed this took place, but, fortunately, only slightly; it did not reach the abscess stage. In cases of polypi in the sinus I do not expect the external operation to cure the patient; there is nearly always some discharge afterwards, sometimes considerable in quantity, and the external operation is more dangerous to the patient's life than the internal, which is a minor operation. In the case alluded to I operated on both antra, the septum, and both frontal sinuses at one sitting, and the whole did not occupy more than an hour. Reverting to the danger to the orbit, let me say that if the finger be kept on the outside, the instrument can be felt passing up the infundibulum to the frontal sinus, and in this way the bone may be prevented from being broken through during operation. Mr. Tilley has had difficulty with bleeding, and I suggest to him-what other members may know-that Freer, of Chicago, introduced, some years ago,. instead of the tampon -of adrenalin and cocaine, what he calls " cocaine mud," that is, a pure cocaine in pure adrenalin solution, 1 in 1,000. It is extraordinarily safe: I do all my nasal septum cases with that mixture. I use 3 gr. to 4 gr. to do an operation, and I have never seen a patient suffer from it. If it be applied to any part of the nose, one can easily get a blanched field, so that the operation almost invariably becomes a bloodless one. I have even opened the maxillary antrum in this way without having had any bleeding at all. I think we ought to regard the operation now being discussed as in a purely experimental stage: let us try it cautiously, and see what results it yields.
Dr. W. HILL: Has Mr. Tilley done external operations during the last two years? I have been converted to the per-nasal route.
Mr. TILLEY (in reply): Dr. Watson-Williams speaks of certainty of cure not being entirely dependent on free drainage, and I agree, because I think two factors determine this point. One is free drainage, and th.e other is the establishment of a healthy lining mucous membrane in place of the diseased condition it is in when the operation is performed. The latter is carried out by frequent irrigation, and by injecting into the sinus very strong nitrate of silver solutions to destroy the delicate chronic inflammatory tissue to which Dr. Pegler has referred. I employ solutions from 80 gr. to 100 gr. to the ounce. Dr. Donelan raises the question of the use of hydrogen peroxide irrigations causing anosmia. I have not had experience of that, although it is conceivable, because many of the samples which are commonly used contain an admixture of acid and are irritating to sensitive mucous membranes. Dr. Dundas Grant asks as to the sequence of my cases. They are all recent cases, and I do not show them as instances of cures, but hope they may prove to be so. Two are private patients and two are hospital cases; two others of longer duration could not come to-day-they were operated upon six months ago. Mr. Stuart-Low says that muco-pus is still present in all the cases. In two of them there is not a shred of mucus nor of pus.
I have shown them to illustrate the complications with which we may possibly meet in the intranasal operation. One patient had great cedema of the left eyelids and a temperature of 1030 F. next morning. In forty-eight hours the cedema had spread to the right eye, and I began to wonder whether I was going to experience my first case of osteomyelitis following the intranasal operation. But the condition passed off and to-day she has no pus in the left sinus at all. The discharge which one sees comes from the granulations on the. anterior face of the remaining ethmoidal cells. Another of the patients was shown because he had tonsillitis more than a week after the operation, and a large mass of inflamed glands in his neck. The best criteria of the operation are the patients themselves, who will tell you how they feel now as compared with their condition before the operation. If you can so far relieve these patients from the symptoms from which they suffered, I do not think it matters even if a little muco-pus comes from the sinus; you have cured their symptoms so far as the patients are concerned. I have not opened the frontal sinus from the outside for chronic empyema for four years, and in ordinary cases I shall not do so without employing the intranasal method first. If the intranasal method relieves the symptoms for which the patient came to me, I should not proceed to the external operation at all, even though a small quantity of discharge from the sinus continued, because if the drainage is free, that discharge in itself does not constitute a menace to the patient's life, and very often he may be unaware of it at all. One member suggested that these cases have scarcely been touched, and another referred to the presence of deflected septa. Two of the patients have deflected septa; but why remove a septal deflection about which the patient knows nothing and when it is causing no symptoms? When such deformity hampers an intranasal frontal sinus operation, it can always be temporarily obviated by means of a longbladed speculum. And if you remove the septum, there will possibly be too great a draught of air going down one side, and more harm will be done by correcting the septum than by leaving it alone. I have successfully performed the internal operation for acute empyema complicated by an external fistula.
